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J. S., aged 38, came to the Montreal General Hospital at 
6 P.M., November 15, 1905, stating that while driving his express 
wagon that afternoon lie had been seized with severe pains in 
the epigastrium. Associated with this pain, which came on quite 
suddenly there was violent retching and vomiting. He does not 
know the character of the material vomited, and says lie was 
quite “ out of his mind ” on account of the agony he was in. 
There had been no previous history of illness, except an attack 
of abdominal pain eight years ago, which confined him to bed 
for a few days and kept him from work for about a month. He 
is not very clear about the details of this illness, but docs not 
think he had any vomiting at that time. No illness since except 
indisposition following a “ spree ” or from a temporary bron¬ 
chitis. Has used tobacco a great deal since youtb, and up to 
three months ago had been a pretty heavy drinker, but for the 
past three months has abstained entirely from alcoholic beverages. 
He is a married man, with a healthy family, and his clinical 
history is good. 

Condition on Admission. —Tall, well built, strong man; com¬ 
plains of constant lancinating pain in the abdomen, with maxi¬ 
mum intensity over the ensiform cartilage. He has vomited 
several times since admission, always accompanied by very severe 
retching, and the last two or three times vomitus has been well 
tinged with bright blood. There is no marked shock; tempera¬ 
ture 99 0 ; pulse 72; respiration 24. There is no evidence of any 
mental disturbance, and reflexes arc normal. There is a very 
slight pallor; extremities somewhat cold; no cedcma. No evi¬ 
dence of any hernia. Heart and lungs negative; chest emphyse¬ 
matous. He complains constantly of very severe pain. The 
abdominal wall is well retracted, and the muscles stand out on 
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both sides symmetrically. There is most marked rigidity 
throughout the abdominal area, a little more’ pronounced, per¬ 
haps, in the epigastrium. No mass can be felt. Palpation elicits 
generalized pain only, nothing local; on percussion the note is 
fairly tympanitic throughout, the right flank being somewhat less 
resonant than any other portion. The liver dulness is about 
normal, although the lower margin cannot be palpated. On 
account of the extreme agony of the patient it is rather difficult 
to conduct a satisfactory examination, but there appears to be 
a dull area in the hypogastrium, which it was thought might be 
due to a distended bladder, but which did not disappear upon 
passing the catheter. A hypodermic of morphia, J 4 gr., was 
given, heat applied to the extremities, and the case watched care¬ 
fully for a time. 

When the patient was seen again, about nine o’clock that 
evening, the temperature had gone up to 100^5 °, pulse 96, and 
there was distinctly more rounding up of the abdomen, with an 
increase in the dull area in both flanks. The board-like rigidity 
of the abdominal muscles still persisted. Vomiting, too, was still 
present and in the vomited mucus there was a little fresh blood. 
A diagnosis was made of perforated gastric ulcer, notwithstand¬ 
ing the fact that there had been no previous history of digestive 
disturbance. Operation was decided upon and carried out at 
once. 

After the usual preparation, and under ether anresthesia, a 
median incision was made extending down from the ensiform 
cartilage towards the umbilicus, and upon opening the abdominal 
cavity free gas escaped. It was then found that the pyloric end 
of the stomach and the first part of the duodenum were adherent 
to the under surface of the overhanging liver. There was very 
little inflammatory reaction present, but upon separating these two 
adherent organs, a round perforation was found in the duodenum 
about three-fourths of an inch from the pyloric valve. It was 
situated in the anterior wall of the duodenum and was of sufficient 
size to admit an ordinary lead pencil. It was clean, punched-out, 
with apparently very little undermining or erosion of the neigh¬ 
boring mucosa inside. The duodenum was brought out through’ 
the incision and the ulcer closed by simple suture, without excising 
its borders. The closure of the ulcer did not encroach upon the 
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lumen of the gut sufficiently to indicate a pyloroplasty. A rein¬ 
forcing row of Lcmbert sutures were then introduced, and, for 
the sake of further security, a portion of the gastrohepatic omen¬ 
tum was sutured down over the site of the perforation. Looking 
down towards the lesser sac there appeared to be very little pus 
or other inflammatory material, and it was very easily wiped out 
and the parts returned to their normal position. 

The next step in the operation was to make a counter open¬ 
ing in the abdominal cavity below the umbilicus in the median 
line, and here we came upon a very different state of affairs. 
The great omentum, coils of intestine, and the peritoneum gen¬ 
erally, were very much reddened and injected, and large quantities 
of sour-smelling, seropurulcnt material were found filling all the 
spaces below; and especially had it gravitated down into the 
pelvis and also into the flanks. A large drainage-tube was intro¬ 
duced here, and a stream of warm (105°) normal salt solution 
introduced through the upper wound and allowed to flow freely 
out here. With this drainage-tube passed well down into the 
pelvis, giving free egress to the flow of water coming in through 
the upper opening, the abdominal cavity was thoroughly irrigated. 
Many particles of food which had been taken at the midday meal, 
notably some pieces of corn, pieces of potato, etc., could be 
identified as they came out of this lower wound. After irrigating 
till the water returned perfectly clear, a large drainage-tube was 
inserted down into the pelvis; the upper wound was closed in the 
usual way, without drainage, and the lower one down as far as 
the drainage-tube. The abdomen was left as full as possible of 
the normal saline solution, and the patient returned to bed, the 
head of which was raised about 1^2 feet, so that the abdominal 
contents might gravitate towards the drainage-tube which was 
left in the pelvis. (" Postural Drainage.”) The contents of 
this tube were aspirated out every hour for the next 24 hours. 
The patient recovered very well from the shock of the operation 
and was fed entirely by rectum for four days. The post-opera¬ 
tive temperature never at any time exceeded ioi°, and became 
normal on the third day after operation and remained so until the 
recovery of the patient. 

The convalescence was rapid and quite uneventful in every 
way. The drainage-tube was removed on the fourth day as the 
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discharge had ceased, and moreover the cultures from the peri¬ 
toneal cavity, taken at the time of operation, were returned by the 
bacteriologist with a diagnosis of “ no growth.” Patient left the 
hospital on October 5, and since then has been in normal health 
and is now following his usual vocation of express driver. He is 
able to eat anything that he wishes, although cautioned against 
excesses in any form. 

Some interesting points in this case are: (1) The fact 
that a perforating duodenal ulcer was present without any 
previous symptoms in a man apparently strong and healthy. 
(2) That with a perforating duodenal ulcer one may get 
bright red blood in the vomited material and thus point to 
a diagnosis, as in this case, of perforating gastric ulcer. The 
absence of previous gastric symptoms may be explained by the 
fact that this was a duodenal ulcer and not a gastric one; 
although, contra, it is a well-known fact that duodenal ulcers 
do give gastric symptoms. One is here reminded of the re¬ 
mark attributed to one of the Mayos, that, “ in operating upon 
gastric ulcer it is always well to make the incision to the right 
of the median line, as the majority of gastric ulcers are duo¬ 
denal.” Mr. Caird, of Edinburgh, in his address before the 
Canadian Medical Association at its Halifax meeting last 
summer, pointed out the frequency with which gastric ulcer 
affected the pyloric region, as distinguished from all other 
parts of the stomach; and one can easily fancy that whatever 
the etiological condition was that might produce a gastric ulcer 
on one side of the valve, the same condition might very easily 
produce it a few centimeters 011 the other side. So that it 
is hard to draw a hard and fast line between gastric and duo¬ 
denal ulcer; in fact, often clinically impossible. 

As regards the operation itself, it was a good illustration 
of the necessity of following a surgical rule in any given 
operation. The well-known rule in operating upon gastric 
perforation, where there has been possible escape of stomach 
contents, is that the operator should always make a counter 
opening below the umbilicus in order to determine the condition 
of the general abdominal cavity. Had we failed to do so in 
this case we would most assuredly have lost this patient by 
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subsequent general peritonitis. The condition of the peri¬ 
toneum at the site of the perforation appeared to be so good 
that one could have scarcely believed that the state of affairs 
further down in the abdominal cavity should have been so 
shocking as we found it to be when we made the second open¬ 
ing- This case is, further, an illustration of the good result 
that follows early operation, a point which Mr. Caird’s series 
of cases so well proved. The delay in operating upon this 
case was not to give time for shock to pass off, there being 
little shock present; but was entirely due to the fact that the 
patient at first absolutely refused operation, and only consented 
upon the solicitation of his relatives and his spiritual adviser, 
all of whom had to be summoned to the hospital. I am quite 
convinced that had we delayed operation until the morning, 
a fatal general peritonitis would have supervened. 



